ABSTRACT Despite the proven efficacy of decision aids as interventions for increasing patient engagement and facilitating shared decision making, they are not used routinely in clinical care. Findings from a project designed to achieve such integration, conducted at five primary care practices in 2010-12, document low rates of distribution of decision aids to eligible patients due for colorectal cancer screening (9.3 percent) and experiencing back pain (10.7 percent). There were also no lasting increases in distribution rates in response to training sessions and other promotional activities for physicians and clinic staff. The results of focus groups, ethnographic field notes, and surveys suggest that major structural and cultural changes in health care practice and policy are necessary to achieve the levels of use of decision aids and shared decision making in routine practice envisioned in current policy. Among these changes are ongoing incentives for use, physician training, and a team-based practice model in which all care team members bear formal responsibility for the use of decision aids in routine primary care. I ncreasing patient engagement has been advocated as a top priority for improving health care quality.
I
ncreasing patient engagement has been advocated as a top priority for improving health care quality. 1 Providing patients with information about their clinical options and activating patients to participate in informed discussions regarding their care are the foundation of shared decision making and a potential mechanism for increasing patients' engagement in their care.
These concepts are particularly relevant when preference-sensitive decisions are being made, such as the choice of method for colorectal cancer screening or of treatment for back pain. 2 In preference-sensitive decisions, more than one available option exists, each of which carries different risks and benefits, and patients' treatment preferences can vary. 3 Although many potential pathways may be taken to help facilitate preference-sensitive decisions, the use of decision aids has been a commonly proposed and studied intervention. Decision aids, which are specifically designed to provide patients with the information necessary to engage in shared decision making with their care providers, serve as an adjunct to clinical consultations. They come in a variety of formats, including video, print, and online.
The use of decision aids has been shown to increase patients' knowledge of available treatment options and to help clarify patients' preferences. 4 For example, national clinical practice guidelines suggest that the decision to undergo colorectal cancer screening be a shared one between physicians and patients, because multiple efficacious screening methods are available. 2 Studies have shown that patients' preferences for specific methods of colorectal cancer screening vary, and the use of decision aids on this topic has been linked to increases in screening rates.
cians' general support for shared decision making, patients are not typically given all of the relevant information about their options, and shared decision making is not routinely taking place. [6] [7] [8] The recent addition of increased patient engagement and shared decision making as regulatory requirements highlights the urgent need to understand and resolve this discrepancy. For example, to be eligible to participate in Medicare's Shared Savings Program, an accountable care organization must implement processes to promote patient engagement, including shared decision making. 9 More than eighty randomized trials have demonstrated the efficacy of decision aids for increasing patient engagement in clinical decision making. Further investigation is now needed to understand how to effectively integrate the successful interventions into routine care. 4 To examine this issue, we used data from an implementation project designed to integrate the distribution of decision aids into routine clinical care, conducted in five primary care practices in Northern California from January 2010 to June 2012.
The objectives of this project were twofold. First, it explored processes for distributing decision aids to patients in the clinical setting. Second, it identified barriers and facilitators to implementation-that is, the appropriate incorporation of those aids into the clinical encounter. Instead of testing specific hypotheses, the project collected information that could yield new insights on how best to achieve the widespread adoption envisioned in current policy, to be examined in other settings.
Study Data And Methods
The Institutional Review Board at the Palo Alto Medical Foundation Research Institute approved all aspects of the study.
Setting Five primary care clinics in Northern California, all members of the same larger health care organization, were approached to assess their interest in participating in the project. All agreed to participate.
The project was first presented to each clinic's leadership team by the project's physician champion, who served as a liaison between the project team and the clinics. Although affiliated with the same parent organization, each clinic functioned as a separate unit and had its own leadership team, clinic culture, and workflows. And although geographically proximate, each clinic was located in a different suburban city (see Appendix Exhibit 1).
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Decision Aid Distribution Strategies Project team members collaborated with clinics to tailor decision aid distribution methods to individual clinic workflows. Each clinic had a physician and staff champion responsible for promoting the program. Clinics were offered access to decision aids, provided by the Informed Medical Decisions Foundation, on a variety of topics. The leadership team at each clinic, which included both physicians and leaders of clinical support staff, selected decision aid topics for distribution. For a list of the decision aid topics selected, see Appendix Exhibit 2.
Of the sixteen decision aids distributed, fourteen were DVDs with an accompanying booklet containing the same information as the DVD. The remaining two aids were booklets alone. Several of these decision aids have been shown to be efficacious in clinical studies. [11] [12] [13] The main objective of the project was to provide decision aids to patients. Successful distribution was defined as providing the decision aid to an eligible patient. The distribution strategies employed at the clinics included physiciandirected distribution to patients, either by the physician in person or through the medical assistants; solicitation of patients' interest at the point of care; and direct mailing (see Appendix Exhibit 1).
At all of the clinics, project team members engaged in academic detailing visits every other week 14 and social marketing efforts to promote distribution of the decision aids. These efforts included offering lunch presentations and training sessions for physicians and staff; rewarding high distributors with modest incentives, such as coffee mugs and lunch bags; and helping revise workflows as needed.
In addition, promotional brochures and posters designed to increase patients' interest in decision aids were placed in each clinic's entrance, waiting areas, and exam rooms (see the online Appendix for details).
Data Sources For thirty months-January 2010-June 2012-four types of qualitative and quantitative data on decision aid implementation were collected: ethnographic field notes, survey responses, focus-group results, and decision aid distribution data.
▸ETHNOGRAPHIC FIELD NOTES: Project team members led by a trained anthropologist conducted participant observations of the implementation process. 15 The observers conducted site visits every other week to observe the implementation process, engage in informal discussions with clinic staff and physicians, and observe formal meetings in which decision aid distribution was discussed. Ethnographic field notes documenting approximately 325 encounters were recorded (see the online Appendix for details).
▸SURVEY RESPONSES: A survey assessing attitudes, behaviors, facilitators, and barriers related to decision aids and shared decision making was developed, based on the existing literature (see the Appendix for details). 10 The final instrument had ten questions and was sent in April 2012 to 502 physicians and 204 clinic staff, including nurses, medical assistants, and licensed vocational nurses.
Survey response rates were 50.4 percent for physicians and 52 percent for clinic staff.
▸FOCUS-GROUP RESULTS: Seven focus groups, three with physicians and four with clinic staff, were conducted between June and October 2011. Fourteen primary care physicians and twenty-five clinic staff members, representing all five clinics, participated.
Project team members developed tailored focus-group guides covering participants' knowledge and attitudes about the use of decision aids and shared decision making. The guides also addressed barriers and facilitators to implementing both decision aids and shared decision making in actual practice (see the Appendix).
▸DECISION AID DISTRIBUTION DATA: Decision aid distribution began in four of the five clinics in January 2010; because of changes in leadership at the fifth clinic, distribution began there in July 2010. Each clinic initially distributed decision aids on only a small number of topics, adding topics as physicians and staff adjusted to the distribution and expressed interest in additional topics (Appendix Exhibit 2).
10 Data were collected on the monthly distribution of all sixteen decision aids between January 2010 and June 2012. However, because of limitations, we were not able to calculate the number of eligible patients from the electronic health records until October 2010, yielding a total of twenty-one months of data.
For colorectal cancer screening and back pain topics, the number of patients eligible to receive decision aids was determined through electronic health records and claims data, allowing for a more precise assessment of what proportion of eligible patients received a decision aid. Patients were eligible for the screening aid if they were age fifty or older and due for screening based on an indicator in the electronic health record. Eligibility for back pain decision aids was determined by the presence of International Classification of Diseases, Ninth Revision (ICD-9), diagnosis codes for back pain in claims data.
Data Analysis Ethnographic field notes and transcripts of focus-group discussions were coded by the project team. Key barriers and facilitators to decision aid distribution raised in both the field notes and focus groups were coded using Atlas.ti qualitative analysis software, version 6.2.
Survey data were collected and coded using Vovici software, and analyses were conducted using the statistical software Stata, version 11.0. Distribution data were analyzed using descriptive statistics.
Limitations This study drew on multiple forms of data to assess the attitudes and beliefs of the study participants and to analyze the barriers and facilitators of the implementation project at different points in time. The advantage to this approach is the rich data it provides across the duration of the project. However, there are also several limitations.
Because data were collected at multiple points in time, we could not assess attitudinal change over time, which may or may not have occurred as a result of the project.
In addition, focus groups and surveys were based on voluntary participation, and therefore the results reflect the opinions of only those who chose to participate. The possibility of bias due to self-selection also applies to the clinics, as all five that participated chose to do so. That fact may indicate a more positive predisposition toward shared decision making than would have been the case for physicians, clinical staff, or clinics that did not volunteer to participate in the study.
These limitations imply that our findings may not be generalizable to all providers or settings. However, the richness and complexity of the data obtained yield multiple preliminary hypotheses to be tested in other settings.
This study explored the distribution of decision aids-an important first step toward patient engagement, but one that cannot be equated with actual use of the aids. Because we collected no feedback on the effect or use of the aids in the clinical encounter, the findings cannot speak to whether or not the decision aids affected the behavior of patients or providers within the context of clinical consultations.
In addition, the aids were primarily distributed at the point and time of care. They might have had a greater impact on discussions with providers if patients had been able to view them prior to a consultation. Furthermore, only decision aids from the Informed Medical Decisions Foundation were used, leaving open the possibility that distribution rates might have differed had aids on the same topics, but from other sources, been supplied.
Of the decision aids distributed, 24.2 percent were on topics other than colorectal cancer screening and back pain.We could not determine what percentage of patients eligible for those aids actually received them, because of limitations of the electronic health record data.
Furthermore, there may be reasons why patients who were not eligible to receive aids for colorectal cancer screening and back pain were captured in our estimate of patients to whom the aids should have been distributed. For example, a physician might have forgotten to document that colorectal cancer screening had already been offered to a patient. Therefore, the number of eligible patients for those aids may have been overestimated and, as a result, the success of distribution efforts underestimated.
Study Results
Despite extensive efforts by the project team, distribution of decision aids was only modestly successful. During the study period, a total of 4,055 decision aids were handed or mailed to patients across all five clinics. The average monthly distribution across all clinics varied over time (Exhibit 1). For back pain and colorectal cancer screening-the topics that accounted for 75.8 percent of the decision aids that were distributed-aids reached only 10.7 percent and 9.3 percent of eligible patients, respectively. Targeted interventions, such as competitions for prizes, temporarily increased distribution rates. However, the overall aggregate rate of distribution for the decision aids for colorectal cancer screening and back pain was 9.7 percent. In only five of the twenty-one months measured did more than 10 percent of eligible patients receive one of the two decision aids.
Despite low overall distribution, survey results suggest that physicians were supportive of decision aids and shared decision making in general. Ninety-six percent of surveyed physicians indicated that offering patients material intended to increase shared decision making was at least somewhat important. In addition, 92 percent of physicians indicated that patients should be involved in the decision-making process, and 87 percent agreed that engaging in shared decision making is beneficial to patients.
What might account for the incongruity between the attitudes expressed in the survey and the relatively low rates of decision aid distribution? The major barriers and facilitators to decision aid distribution identified in the field notes and focus groups, described next, may provide insights.
Physicians' Involvement Was Low Seventythree percent of surveyed physicians stated that they would use decision aids frequently or very frequently if the aids were available. However, the field note observations suggested that most physicians were not engaged in the distribution of decision aids, and the distribution data indicated that physicians were responsible for distributing only 26.8 percent of the aids.
Physicians' support of the aids and inclination to distribute them could have increased after the initial use of the aids. However, our distribution data suggest that this was not the case, as there did not seem to be any sustained increase in 
A few factors that may underlie physicians' limited involvement in the distribution of decision aids were documented in field observations and focus group discussions. First, some physicians appeared to disagree that the decisions addressed in the aids were indeed preference sensitive-that is, these physicians felt that patients' input was not truly warranted or desirable. This was evident in physicians' concern, documented in the field notes, that a patient who used a decision aid might opt to follow a course of action other than the one his or her physician recommended.
For
Second, although physicians indicated their support for shared decision making on surveys, in practice they had difficulty moving away from more traditional, physician-directed decision making, as clinic staff observed. A licensed vocational nurse in one clinic commented in a focus group: "I don't think physicians are taught how to…make decisions in a shared way…with the patient. I think they're taught that…they're the ones who are the 'experts' and the patient is there just to absorb this information and then do it [what the physician recommends]." Third, when physicians reported using decision aids, their descriptions of the process suggested that they did not fully grasp the intended use of decision aids to facilitate shared decision making. Instead, in field notes and focus groups, physicians described using the decision aids to replace discussion rather than to foster engagement with the patient. One physician in a focus group expressed a preference for "print materials or web-based materials or things that you can refer people to," observing that "we don't have time to have the conversation."
Fourth, despite major promotional efforts by the project team to train physicians and clinic staff on the project and the decision aids provided, physicians in focus groups described their lack of familiarity with the aids' content. Promotional efforts included numerous presentations about the aids and shared decision making at grand rounds and clinic staff meetings, in-clinic lunchtime viewings of the aids, and the distribution of brief synopses of their content. In one clinic, the clinical supervisor even personally delivered copies of all of the decision aids available in that clinic to the physicians, encouraging them to view the aids.
In light of these efforts, physicians' stated lack of familiarity suggests the presence of underlying issues that the project's promotional efforts could not overcome.
Time Was Largest Perceived Barrier For Physicians Eighty-one percent of the surveyed physicians perceived a lack of time as the largest barrier to practicing shared decision making (Exhibit 2). The example of the implementation of a short patient self-screener in one of the clinics that assessed eligibility for colorectal cancer screening demonstrates these concerns clearly.
The self-screener was provided to patients when they checked in for an appointment. If patients were eligible and interested in receiving the decision aid, clinic staff gave it to them as they reached the exam room. Patient demand was high, and distribution increased fivefold within two weeks. However, the field notes documented that the self-screener was discontinued after three weeks because physicians reported that they did not have enough time to answer patients' questions about colorectal cancer screening.
In focus groups, many physicians also described time as a major barrier to the distribution of decision aids. One physician who did not distribute decision aids frequently reported: "Realistically, I think it would be very difficult to…ask the physician to do that warm handoff [of a decision aid] when it seems like every day, there's something more that they're asked to do as far as preventive [medicine] . …You just kind of run out of time."
In contrast, physicians who used decision aids observed that they could save time. One said: "I like [the decision aids]. I like to take them out and show the patients what's in the booklets and…I don't spend as much time doing that as I would explaining things without [the decision aids], but then they get the information to take home with them."
Finally, the survey data suggest that physicians might be more willing to use decision aids if structural changes were made to decrease the time needed for distribution, or if incentives were offered for use (Exhibit 3). For example, as documented in field notes, having the decision aids in exam rooms increased the likelihood that physicians would use them.
A project team member reported that the medical assistant "decided on her own to put the [decision aids] in the exam rooms so that they would be more convenient to give out. She said that before she put them in the room, [ Unlike the physicians' verbal support for decision aids, the staff's support was associated with greater distribution. Clinic staff accounted for 73.2 percent of the decision aids that were distributed. As documented in field notes, a larger proportion of clinic staff attended training sessions than physicians, particularly when new decision aid topics were introduced to a clinic.
Decision aid distribution was also more easily incorporated into the routine workflow of the clinic staff than into that of the physicians. Some clinics even made assessing the need for a decision aid part of standard procedures for preparing exam rooms.
In one clinic, the clinical supervisor made aid distribution part of staff performance standards, emphasizing its importance in the care of each patient. In a second clinic, the clinical supervisor promoted decision aid distribution as part of the clinic staff's normal duties. These efforts positioned distribution of the aids as an essential task and may have contributed to their more consistent distribution at these two clinics than at the other three.
Supportive Culture Was Lacking Clinic staff involvement did help attain moderate success in decision aid distribution. However, staff contributions appeared to be hindered by the lack of a supportive clinic culture. As documented in field notes, a nurse supervisor at one clinic wanted to have all medical assistants screen patients for eligibility for a colorectal cancer screening decision aid, but she found that some physicians' attitudes presented barriers. And field notes about another clinic show that the clinical supervisor said that the medical assistant "came to see her…saying that she…feels that [she] will never get a chance to be the top distributor because her doctor always says no to her when she prompts him with the [decision aids]. …She said that she thinks many of the doctors feel this way, and commented sarcastically that they 'don't want the patients to start thinking' because they will ask too many questions that there isn't time to answer during the appointment."
Eighty-two percent of surveyed physicians indicated that a lack of organizational support for shared decision making was not a serious barrier to the use of decision aids (Exhibit 2). Nevertheless, many of them also indicated that they would be more likely to use decision aids if the organization provided supportive resources such as electronic reminders (Exhibit 3). Thus, their overall responses suggested that they thought an organizational culture supportive of the use of decision aids was necessary for the aids' implementation to succeed.
Discussion
The current study illustrates the many challenges involved in attempts to incorporate the use of decision aids into routine clinical practice. However, the findings should not be interpreted as evidence that interventions designed to educate and activate patients, such as the distribution of decision aids, should be abandoned as a method for increasing patient engagement.
Patients must have access to information on their clinical options if they are to engage in medical decision making, and the necessary information is extensive. Even if substantial changes were made to physicians' work schedules, they could not be expected to provide all of the information that patients require. Decision aids represent a valuable resource that has been shown to be efficacious in research settings and that-if successfully implemented-could be a highly effective tool for increasing patients' engagement in routine clinical practice.
Nevertheless, the current findings suggest that decision aids will not reach the hands of patients to the extent envisioned by policies such as those inherent in Medicare's Shared Savings Program 9 or the Affordable Care Act unless the major structural and cultural barriers that discourage true patient engagement in routine clinical practice are addressed.
Physicians' reluctance to cede traditional decision-making roles and to recognize the preference-sensitive nature of many clinical decisions appeared to underlie their reluctance to distribute decision aids. In addition, many felt that time pressure discouraged their use of the aids-even though those who regularly distributed the aids felt that they actually saved time.
Although some success was achieved by having clinic staff distribute the aids and by using incentives to increase the distribution, it was shortlived. These results indicate that such tactics have only limited power and produce only temporary solutions. In addition, some conditions require a physician's assessment to determine whether a decision aid will be relevant to a patient. A distribution model relying on clinic staff may be less useful in such cases.
Without efforts to change traditional attitudes of physicians and staff toward patient involvement in decision making and to overcome perceived structural barriers, any efforts to increase patient engagement through the distribution of decision aids will not be sustainable. Experience has repeatedly shown that implementing largescale changes in the structure and culture of health care is a complex and long-term process that requires multifaceted solutions. We offer some suggestions to begin that process.
First, physicians need better training in engaging patients in the decision-making process. A physician may think it his or her proper role to convince a patient to take a recommended action rather than to facilitate an informed decision that is based on the available options and consistent with the patient's preferences.
One reason for physicians' observed reluctance to engage patients in the decision-making process may be a lack of comprehensive training in communication and shared decision-making skills. A recent systematic review found that educating health professionals about shared decision making, together with the provision of decision aids, improved the adoption of shared decision making in clinical practice. 16 Thus, proposed interventions and policies designed to promote decision aid use and facilitate greater patient engagement should include physician training-which was not extensively built into the intervention described here-to maximize the chances of success.
Second, engaging patients in shared decision making requires a team-based practice model. Empowering clinic staff to distribute decision aids was more successful than relying solely on physicians. Physicians must respond to a growing list of demands. 17 Moreover, the current physician-centric system, which compensates only physicians' efforts in caring for patients, encourages them to work in isolation. 18 Yet the effective distribution of decision aids appears unlikely unless members of the care team collaborate with each other toward that end. Clinic staff involvement can support, although it cannot substitute for, physician involvement in patient engagement. Offering incentives for the creation of systems promoting team-based care, such as patient-centered medical homes, may increase the involvement of clinical staff and the likelihood that decision aids will be distributed and used. In addition, decision aid distribution must be considered a routine responsibility and component of care, as shortterm incentives to encourage it do not lead to sustained changes in behavior. 19 Third, incentives for patient engagement must be aligned. One of the largest barriers to physicians' use of decision aids was their perception that it would increase the length of the consultation, with no increased compensation for the additional time. In truth, current payment schemes fail to reward providers for taking any extra time to fully inform patients and engage them in the decision-making process.
Initiatives such as accountable care organizations-as well as certification processes for decision aids, resource centers for shared decision making, and quality measures including the ones called for in the Affordable Care Act-are critical to establishing a medical system and culture that properly reward efforts to increase patient engagement. The exact mechanisms by which such initiatives will be implemented still need to be specified.
Fourth, quality measures need to assess and reward patient engagement. Although the parent organization whose clinics participated in this study does not engage in this practice, many institutions use quality metrics for colorectal cancer screening that reward physicians for persuading patients to have a colonoscopy. Perhaps mistakenly, they equate ensuring that patients receive a colonoscopy with providing highquality care.
Such policies send the message to providers that eliciting patients' preferences is neither necessary nor desired, despite evidence showing that offering choices of screening methods to patients may result in a larger proportion of patients' being screened. 5 New quality measures that assess how well physicians actually engage patients in the decision-making process, as called for in the Affordable Care Act, are urgently needed to help eliminate such counterproductive beliefs and practices.
Conclusion
Attempting to make the distribution of decision aids a routine aspect of primary care, as documented in the current study, faces a number of challenges. These challenges suggest that major cultural and structural changes will be necessary to achieve the level of patient engagement proposed in national and state initiatives such as the Affordable Care Act and the proposed Massachusetts bill to increase patient engagement in health care decisions. 20 Without system changes that reward efforts to facilitate shared decision making, such as the use of decision aids, it will be difficult to overcome the ingrained medical practices and attitudes that discourage the use of aids as a means of facilitating patient engagement. To achieve patient-centered decisions, policy measures to stimulate greater patient engagement must not only address the mechanics of implementing decision support but also create a culture and structure that promote patient engagement from medical school through practice. Only then will the patient's voice truly be incorporated in medical decisions. ▪ Funding for this study was provided by the Informed Medical Decisions Foundation. The funders did not influence data collection, interpretation, or publication. The authors gratefully acknowledge the generous collaboration of all of the physicians, clinic staff, and patients who participated in this project.
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